Endometrial carcinoma is the second commonest gynaecological malignancy. Survival is generally better than with other genitourinary malignancies on account of its overt presentation with postmenopausal bleeding and its tendency for local progression as opposed to early systemic dissemination. Consequently, surgery is the gold standard therapeutic strategy, and to date there is little evidence to support the routine use of adjuvant chemotherapy. ' 2 Adult intussusception is very uncommon and unlike its paediatric counterpart is usually associated with a significant underlying organic focus.3 4 When due to secondary malignant disease, the primary neoplasm is characteristically aggressive with a propensity for haematogenous spread. Similarly, splenic metastases are rare and characteristically occur in tumours which have a propensity for blood-borne dissemination. 5 We report a unique case of recurrent endometrial carcinoma presenting with small intestinal intussusception and the incidental finding of a solitary splenic metastasis. This pattern of behaviour is very atypical in endometrial carcinoma. We discuss adult intussusception and present the argument for selective systemic chemotherapy in endometrial carcinoma. CASE REPORT A 64-year-old multiparous woman presented with a three-month history of episodic post-menopausal bleeding. Cervical dilatation and endometrial curettage was performed and histology confirmed the presence of a poorly differentiated endometrial carcinoma. At operation the disease appeared to be confined to the uterus and cervix. Hysterectomy and bilateral salpingoophorectomy was performed with excision of the upper third of the vagina; lymph nodes were sampled from the internal iliac, external iliac and obturator group. Histology confirmed the presence of a poorly differentiated endometrial carcinoma. There were areas of microvascular invasion with lymph node metastases to the internal iliac lymph nodes. Post-operatively the patient received 50 Gy of external beam radiotherapy and oral progestogen; the receptor status of the tumour was unknown. She remained well and a CT scan performed six months postoperatively showed no evidence of macroscopic disease recurrence. Ten months later she presented with intermittent crampy abdominal pain and melaena. Clinically she was anaemic and displayed the physical and radiological features of small intestinal obstruction. A small bowel series confirmed the presence of a mid-ileal obstruction and the "elephant foot" appearance, suggestive of an intussusception [ Fig 1] . Abdominal ultrasonography showed no evidence of ascites or hepatic infiltration; however a 3 cm solitary metastasis was noted in the upper pole of the spleen. At laparotomy the small intestine was found to be distended proximal to the mid-ileal region where there was an irreducible intussusception [ 
